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ABSTRACT
PARENTAL BELIEFS ABOUT CHILD PSYCHOPATHOLOGY:
THE RELATION WITH CHILD GENDER AND SYMPTOMATOLOGY
SEPTEMBER 1999
REBECCA M. STOWE, B.A., UNIVERSITY OF MAINE, ORONO
M.S., UNIVERSITY OF MASSACHUSETTS AMHERST
Ph.D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor David Harvey Arnold
Keenan and Shaw (1997) suggested that gender differences in child and
adolescent psychopathology might be related to the socializing of internalizing behaviors
in girls. Some studies have suggested that parents respond differentially to some child
behaviors depending on the sex of the child. Additionally, other studies support the
notion that parents consider male-stereotypic behaviors more problematic in girls.
However, past studies have not directly examined parental beliefs about symptoms in
girls versus boys or examined how these beliefs relate to actual child symptoms in
preschool children. The present study extends existing research by examining whether
parents have different beliefs about internalizing and externalizing symptomatology
depending on the sex of the child in which the symptom occurs and if these parental
beliefs are related to parent and teacher report of child symptoms. The present
study
found gender differences in parental concern about hypothetical
symptoms in girls versus
boys in a sample of higher income, European American parents,
but found no significant
gender differences in a sample of lower income parents from
racial and ethnic minority
groups. The present study did not obtain significant findings
with regard to the relation ot
these beliefs with parent and teacher report of child symptoms. The importance of
>
conducting such research with diverse participants is discussed.
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CHAPTER 1
INTRODUCTION
One challenge for researchers in the area of developmental psychopathology is
understanding gender differences in child problems. Prior to age 4, girls and boys exhibit
similar levels of problem behaviors (Richman, Stevenson, & Graham, 1985). Beginning
at age 4, there is a divergence in problem behavior, with boys exhibiting more
externalizing behavior problems (oppositional, aggressive, and overactive behaviors)
(Richman et al., 1985; Rose, Rose, & Feldman, 1989), outnumbering girls 2 or 3 to 1, and
girls and boys exhibiting similar rates of internalizing problems (anxiety, depression,
withdrawal; Offord et al., 1 987). During childhood, males outnumber females in their
overall rates of psychological disorders (Erne, 1979; Kavanaugh & Hops, 1994).
However, during adolescence the numbers change, with girls outnumbering boys in rates
of anxiety and depression during adolescence and throughout adulthood (Angold &
Rutter, 1992; Offord et al., 1987).
There has not been much research on girls’ psychopathology in early childhood
(Keenan & Shaw, 1 997), despite suggestions that the reasons for the discrepancies in the
gender ratios of disorders should be researched (Erne, 1979). One reason why there has
been less research on identifying possible precursors of adult female psychological
problems than research on psychopathology in boys may be because girls appear as
though they have fewer problems in childhood as compared to boys (Zahn-Waxler, 1993).
Additionally, girls are less likely to be referred for treatment than boys (Costello &
Janiszewski, 1989).
One hypothesis for these gender differences is that girls' early problem behavior is
socialized through parental, teacher, and peer influence into internalizing problems,
which are congruous with traditional, female gender roles and expected behavior (Keenan
& Shaw, 1997). Fearfulness, dependency, and quiet play seem to be considered more
normative for girls than for boys (Simpson & Stevenson-Hinde, 1985; Zahn-Waxier,
1993). Conversely, aggression and defiance are not considered normative for girls
(Simpson & Stevenson-Hinde, 1985; Zahn-Waxler, 1993). Therefore, anxious and
dependent behavior may be encouraged in girls, or at the very least, may not be
discouraged in girls, while externalizing behaviors may be discouraged (Keenan & Shaw.
1997). In trying to explain the pattern of girls' psychopathology, Keenan and Shaw
(1997) hypothesized that girls early problem behavior is socialized into these more
acceptable, internalizing behaviors. Furthermore, they suggested that because anxious,
dependent and withdrawn behaviors are not as disruptive to parents and teachers as
externalizing behaviors, and are congruent with the female gender role, it is possible that
parents might fail to notice internalizing problems in their daughters. Consistent with this
notion, Kavanaugh and Hops (1994) suggested that girls with depression might be less
noticeable than boys with depression, because their behaviors would be within the
normative spectrum of female behavior. Conversely, they suggested that a boy with
depression would be more likely to be identified or referred for services because he would
deviate more from normative standards for boys. They posited that girls with depression
would be detected only if their behaviors or symptoms became extreme and deviated
from the normative standards for girls.
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If parents do have different ideas of what is normative behavior for girls and boys,
they inadvertently could be socializing their daughters toward internalizing disorders.
Additionally, these different beliefs could affect how likely parents are to see certain
behaviors as problematic or potentially indicative of a problem for their child. In other
words, parents might be more or less concerned about a behavior depending on the
gender of the child displaying that behavior. Because of this, parents might not seek help
for young girls with internalizing symptomatology simply because they do not recognize
internalizing symptoms as problematic. Such behaviors may not catch the attention of
parents until they are extreme. Conversely, boys exhibiting internalizing symptomatology
may be more troublesome to parents, because such behaviors would run against their
expectations of how young boys are supposed to act. Even if symptomatology is
distressing to a child, if it is not noticed by a parent it is unlikely that help will be
obtained, since children are not self-referred for help (Schaughency & Lahey, 1985;
Stanger & Lewis, 1993; Weisz, Suwanlert, Chaiyasit, Weiss, & Jackson, 1991). The
reliance on parents to report or recognize child psychopathology puts children at risk of
not being identified if parents do have biased beliefs about psychopathology symptoms.
Examining parents' perceptions of symptoms in girls and boys would be a first
step in investigating whether or not parents do hold different beliefs about symptoms
depending on the gender of the child exhibiting such symptoms. If they do, then it would
suggest that parents might respond differentially to internalizing and externalizing
symptomatology depending on the sex of the child. Furthermore, examining the
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relationship between parents’ beliefs and actual child symptoms could provide indirect
support for the notion that parents might inadvertently socialize girls' problem behavior
into internalizing problems.
Parents Differential Treatment of Girls and Bovs
One way in which internalizing problems might be socialized in girls is through
differential responding to behavior depending on whether a behavior is exhibited by a girl
or a boy (Keenan & Shaw, 1997). Some research suggests that parents do respond
differentially to the same behavior in girls and boys. These studies have looked mostly at
behaviors that are not symptoms of psychopathology. However, some of the behaviors
discussed below, such as shyness, dependency behaviors, and aggression could be
considered to be subclinical forms of certain internalizing and externalizing symptoms.
Adult Responses to Behavior in Young Girls and Bovs
Studies of parents' interactions with their toddler and preschool-aged children
suggest that parents do react differently to the same behavior depending on the sex of the
child engaging in that behavior. These studies suggest that parents socialize girls to be
less assertive, more passive, and dependent — behaviors that are consistent with
internalizing symptomatology.
Research suggests that parents respond differently to sons and daughters involved
in conflicts with others. In toddler peer conflicts, mothers support their sons more than
their daughters (Ross, Tesla, Kenyon, & Lollis, 1990). Parents also respond differently to
the moral transgressions (object conflicts and aggression) of boys and girls; with
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daughters, mothers focus on the consequences of the transgression, such as taking the
other’s perspective and imagining their emotional reaction (Smetana, 1989). However,
with sons, mothers issue commands to stop the behavior (Smetana, 1989).
Parents also react differently to assertive behavior in girls and boys. Girls are
more likely than boys to receive negative parental responses for displays of assertiveness
(Keng, Cowan, & Cowan, 1993). Conversely, boys are more likely to be praised for
assertiveness (Kerig et al., 1993).
Dependency behaviors tend to be encouraged in girls, but not in boys (Fagot,
1978; Serbin, O’Leary, Kent, & Tonick, 1972). In a study of 24 toddler-aged, European
American children from middle-class families. Fagot (1978) found that parents gave more
positive responses to toddler girls for adult-oriented dependency behaviors, such as
helping parents with tasks and following parents. In contrast, parents gave more negative
responses to boys for the same behaviors. Such behaviors are consistent with the
traditional female gender role. In Fagot's study, when girls displayed more active
behaviors, which are more consistent with the traditional male gender role, parents
responded to these less positively. For example, parents gave more positive responses to
boys than they did to girls who played with blocks. Girls received more negative
responses than boys from parents when they manipulated objects. Finally, girls were
criticized more than boys for participating in running and jumping. These findings are
consistent with the idea that parents may encourage or discourage behaviors differentially
in girls and boys, and that such differential responding may be related to larger, societal
gender stereotypes.
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Kronsberg, Schmaling, and Fagot (1985) examined parental responses to
videotaped vignettes of gender-ambiguous young children in different situations.
Children in the vignettes were labeled as a boy or a girl. Parents watched the videotapes
and were asked to imagine that they were the child's parent and to indicate at what point
they would intervene, with either a verbal or physical intervention, because of the risk or
annoyance of the child's behavior. Parents verbally intervened earlier with children
labeled as girls when the child was playing in a medicine cabinet and when the child was
climbing on a table, but verbally intervened more quickly when the child was labeled as a
boy when the child was riding a tricycle in the street. The authors point out that when
they looked at the table and medicine cabinet vignettes, which both involved climbing,
parents intervened at the beginning of the child climbing when the child in the clip was
labeled as a girl, and intervened when the child was labeled as a boy when the child
reached for a medicine bottle or was having trouble climbing. This study adds further
support to the notion that parents respond differentially to the same behavior depending
on the sex of the child.
Adult Responses to Aggressive Behavior in Young Children
Studies of aggressive behavior in young children also suggest that adults respond
differentially to girls and boys. Aggressive behavior in toddler and preschool aged girls
tends to be ignored by adults, but aggressive behavior in same aged boys tends to be
reinforced by adults (Fagot, 1984; Serbin et al., 1973). Both of these studies were
conducted with predominantly European American children and families, from mostly
middle class backgrounds. However, Fagot (1978) did not find differences in parents'
responses to aggression in toddler aged, European American boys and girls. Cummings,
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Iannotti, and Zahn-Waxier (1989) found that, for girls, the intensity of aggression at age
2 was related to less frequent bodily aggression (e.g., biting, kicking hitting, pushing, or
throwing an object at another child) at age 5. They suggested that this may be because
parents might consider anger in girls to be less acceptable than anger in boys, and thus
may put pressure on girls to stop overt expressions of anger - such as hitting and kicking.
These studies suggest that girls’ displays of externalizing behaviors may become less
acceptable to parents as girls get older, and that parents may work actively to decrease
aggressive behavior in girls.
Parental Responses to Shy Behavior
Studies of temperamental characteristics in young children have found differences
in correlates of shy behavior in boys versus girls. Simpson and Stevenson-Hinde (1985)
found that ratings of shy behavior in preschool boys were associated with negative family
interactions while ratings of shy behavior in girls were associated with positive family
interactions. This association was stronger when the children were 50-months-old than
when they were 42-months-old, suggesting that shy behavior in boys becomes less
acceptable as boys get older. The authors suggested that their findings may reflect
different parental expectations of appropriate behavior for girls versus boys, which lead
parents to be more accepting of shy behavior in girls than in boys. Similarly, Hinde,
Tamplin, and Barrett (1993) found, in a European American, mostly 2-parent family,
sample, that shy, preschool-aged boys were rated by their mothers as more intense and
more moody than shy girls. This suggests that mothers find shyness in girls more
acceptable than they do shyness in boys (Hinde et al., 1993). Taken together, these
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studies support the notion that parents find shy behavior to be more acceptable in girls
than in boys. Perhaps this is because shy behavior is more consistent with the traditional
feminine gender role.
Parents' Differential Beliefs about Behavior in Girls and Boys
The studies discussed above provide evidence that parents respond differentially
to the same behavior depending on whether it is exhibited by a girl or a boy. This
suggests that parents may be responding to boys and girls differently, because they have
different standards of what behaviors are appropriate for girls versus boys. There is also
evidence that parents have different beliefs about what behaviors are appropriate
depending on the gender of the child.
Atkinson and Endsley (1976) asked parents of preschoolers to read brief vignettes
of fourteen situations and to imagine that the child in each vignette was their own child.
All participants were European American, and families were mostly middle class with
highly educated parents. The authors designed seven of the vignettes to involve
stereotypical ly feminine behaviors and seven to involve stereotypical ly masculine
behaviors. For example, a vignette involving a child being shy when meeting dinner
guests at the child's house was considered to be a feminine item. Parents were asked to
rate each behavior in terms of how much they would like the behavior if it occurred in
their own child, if they would want to change the behavior, and how important or
unimportant it would be to change the behavior. Mothers and fathers of girls liked
stereotypical ly feminine behaviors more and thought that it was more important to
encourage these in girls than in boys. Parents of boys disliked a stereotypically feminine
vignette about the child crying on the first day of school when leaving parents more than
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did parents of girls. Parents of boys said they would try to change a child’s reaction of
not hitting a playmate who took a toy from a child (feminine item). More girls’ parents
said they would try to change the behavior of hitting back a playmate who hit the child
first (masculine item), however, parents of boys said it was important not to change this
behavior. The authors concluded that their findings support the notion that parents prefer
and encourage stereotypical sex role behaviors. While the authors did not include
behavior that was indicative of symptomatology in the vignettes, they did look at what
could be called subclinical forms of more serious behaviors. The findings suggest that
parents may believe that externalizing behaviors are more appropriate in boys and that
internalizing behaviors are more appropriate in girls. However, the authors did not
directly examine symptoms or look at whether these parental beliefs were related to
behavior exhibited by their children.
Parents' Beliefs about Internalizing and Externalizing Behavior Problems
It is possible that child internalizing problems are not readily identified by parents
because they are less visible to parents for various reasons. Research suggests that, in
general, parents may have a harder time identifying internalizing problems than
identifying externalizing problems. Verhulst, Koot, and Van der Ende (1994) assessed a
Dutch sample of children through teacher and parent reports of child behavior problems
when the children were between 4 and 1 1 -years old, and again six years later. They found
that externalizing problems predicted later problems better than did reports of
internalizing problems. They suggested that this could be because adults may be more
likely to recognize and identify problems that bring a child into conflict with other people
(e.g., externalizing problems) than problems that represent the child's inner distress (e.g.,
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internalizing problems). However, they did not examine gender as a variable. A study by
Epkins and Meyers (1994) with children (68% African American, 32% European
American) in third through sixth grade suggests that parents are not good at identifying
anxiety symptomatology in their children.
Girls who exhibit externalizing behaviors might be more readily identified than
boys who exhibit externalizing behaviors. Girls without conduct problems are more
compliant, prosocial, easier to manage, and engage in less bullying than are boys without
conduct problems (Zahn-Waxler, 1993). Therefore, girls with conduct problems would
differ more extremely from their normative, same-sex peer group than would boys with
conduct problems (Webster-Stratton, 1996). However, there is also evidence that girls’
conduct problems might appear less severe compared with those of boys. While girls with
early-onset conduct problems do exhibit similar levels of verbal deviance (such as yelling
and swearing), noncompliance, physical warmth, and total externalizing behaviors as
boys, such girls do not hit as much and are not as destructive as boys (Webster-Stratton,
1996).
In a study of 222, mostly European American children and their parents, Webster-
Stratton (1996) found that parents’ perceptions of their children’s behavior problems
were related to the sex of the parent. Mothers of children with early-onset conduct
problems reported more externalizing problems for boys than for girls. In contrast,
fathers did not report more externalizing problems for boys. Additionally, fathers were
more tolerant of physical aggression in their sons. However, fathers also reported
internalizing problems in girls that mothers and teachers did not see as problematic.
Webster-Stratton (1996) suggests that this male tolerance of aggression in boys and
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female tolerance of internalizing problems in girls may be aspects of gender socialization.
Additionally, Webster-Stratton posits that the higher levels of physical aggression in boys
with conduct problems may make them more likely to be referred since this is disruptive,
while girls with conduct problems, who exhibit less aggression, might be less detectable,
thus making it less likely that they will be referred. Consistent with this, Costello and
Janiszewski (1990) suggest that referral to psychiatric services has more to do with how
disruptive the child's behavior is to parents and teachers and less to do with how impaired
the child may be.
Studies of Internalizing and Externalizing Symptoms and Gender Differences
Two studies have examined if there are gender differences in parents' beliefs
about the seriousness of internalizing and externalizing problems in girls and boys, and
one has looked at this as part of a study on cultural differences in such beliefs. Phares,
Ehrbar, and Lum (1996) examined whether or not there were gender differences in how
severe a given problem was rated by parents. Two hundred parents (78.5% mothers) of
children (mean age = 7.94 years) were recruited from classes at a university. In their
study, 80.3% of the parents were European American, 9.6% African American, 7.6%
Latino/Latina, 2.0% Asian American, and 0.5% Other. Parents read one of eight
vignettes, in which the gender and age of the child (either 6-years-old or 15 -years-old)
were varied and the problem in the vignette was either depression or oppositional and
defiant behavior. They did not find any gender differences in parents’ ratings of the
severity of the problems. However, their findings are difficult to interpret, because the
problems presented in the vignettes were severe; the externalizing vignette described a
child who has been suspended for fighting and swearing, is oppositional and defiant, and
has been caught for shoplifting, while the internalizing vignette mentioned that the child
had had thoughts of wanting to die. Any gender differences may have been obscured
because the average ratings were high for both problems (6.75 and 6.35 out of a possible
7).
Feinblatt and Gold (1976) investigated whether sex-role standards play a role in
whether or not children are referred for psychiatric services. They created a vignette
which was a hypothetical case description of a 9-year-old child. Sex of the child and the
problem type were varied to create 4 different vignettes. The female stereotypic
condition described a child who is shy and apprehensive at school and with peers, is quiet
and only answers when called on, wants teacher approval, prefers to play indoors, and is
sensitive to criticism. The male stereotypic condition described a child who is
"aggressive" and "strong-willed” (p. 115) in the classroom and with peers, answers
questions before the teacher has finished asking the question, becomes upset when his or
her answer is incorrect and tries to change the subject, has difficulty obeying household
rules at home, has difficulty following directions, and argues and fights. Each subject
read one vignette only. They then had to indicate the severity of the problem on a 7-point
scale.
When parents (recruited from faculty and administrators at a New England
college) were the subjects, the vignettes were presented as a teacher's evaluation of school
and family problems in that pupil. Parents saw the problem as more severe when the
child's sex was the opposite of the stereotypic behaviors (e.g., male stereotypic behaviors
exhibited by a girl).
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Feinblatt and Gold (1976) also conducted the study with graduate students in
clinical and counseling psychology programs. In this study, the vignettes, while still
similar, were presented as a psychologist's case report of a child referred to a child
guidance clinic for evaluation. There was no significant interaction between sex of the
child and condition in terms of how serious the problem was rated. However, subjects
said they would recommend treatment more for the girl exhibiting stereotypically
masculine behaviors than for the boy exhibiting those same behaviors. Similarly,
subjects said they would recommend treatment more for the boy displaying
stereotypically female behaviors than for the girl with those same behaviors. These
results suggest that adults do consider the same behavior as more or less problematic
depending on whether it is exhibited by a boy or a girl.
However, this study does not allow us to evaluate how problematic parents would
consider individual symptoms. Additionally, a potential confound of the study is that
both studies presented the behaviors as problematic, by saying the vignette was either a
teacher evaluation of a child's school and family problems or a psychologist's report of an
child referred for evaluation. More importantly, this study did not examine the
relationship of these parent beliefs to their children’s actual behavior.
Weisz et al. (1988) examined cultural differences in parental beliefs about
internalizing and externalizing problems in Thai and American parents, by asking parents
to rate various factors, including how worried they would be about a problem that had
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been depicted in a vignette. Vignettes varied by type of problem, contextual information,
and gender of the child in the vignette. They included child gender as a factor in their
analyses, but did not report any specific effects with regard to child gender.
Summary
The research discussed thus far provides evidence that parents respond to some
behaviors differentially in girls and boys (Cummings et al., 1989; Fagot, 1978; Fagot,
1984; Hinde et al., 1993; Kerig, et al., 1993: Ross et al., 1990; Serbin et al., 1972;
Simpson & Stevenson-Hinde, 1985). Additionally there is some evidence that parents
have different beliefs about what is appropriate behavior for girls and boys (Atkinson &
Endsley, 1976; Feinblatt & Gold, 1976). Based on the research reviewed, it is reasonable
to think that parents might be more or less concerned about internalizing and
externalizing symptoms depending on whether they occur in a girl or a boy. However,
the studies of parents’ beliefs about psychopathology have used vignettes of school-age
children and parents of older children as subjects (Feinblatt & Gold, 1976; Phares, et al.,
1996). It seems especially important to examine parental beliefs about preschool aged
children since this is when the rates of problem behaviors diverge for girls and boys.
Furthermore, studying parents' beliefs about preschooler's symptoms is important,
because such beliefs could possibly affect whether or not parents seek help for a child's
problems, and there is evidence that many problems in preschoolers are relatively stable
(Keenan & Shaw, 1994; Zahn-Waxier, Ianotti, Cummings, & Denham, 1990). More
importantly, past studies have not examined how parents’ beliefs about symptoms are
related to actual child symptoms.
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Additionally, the majority of the studies reviewed were conducted mostly with European
American, middle-class families; even less is known about parental beliefs about
symptoms in lower-SES and in racial and ethnic minority families.
The Present Study
The present study was a first step in examining gender differences in
psychopathology in early childhood by examining whether parents of young children have
different beliefs about how concerned they would be about specific internalizing and
externalizing symptoms depending on whether they are displayed by girls or by boys. If
parents are less concerned about a particular behavior, they would be unlikely to
discourage such behaviors and might even encourage them. Therefore, if parents are less
concerned about internalizing problems in girls, they might have daughters with higher
levels of internalizing problems. Similarly, if parents are more concerned about
externalizing problems in girls than in boys, they might be more likely to discourage such
behaviors in girls.
The present study explored these questions by asking parents of preschoolers to
complete a questionnaire depicting children displaying internalizing and externalizing
symptoms and subclinical behaviors and asking them to rate how concerned they would
be about these behaviors. Unlike other studies, this study examined the relation of
parental beliefs about symptoms to their own child's actual symptoms as reported by
teachers and parents.
Teacher ratings were included, because teachers, while they could still be subject
to gender stereotypes about girls and boys' behavior, are able to provide ratings of how
problematic a girl is compared to the other girls in the classroom. Therefore, these
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analyses were conducted for boys and girls separately. Additionally, there is some
evidence that teacher reports of internalizing symptoms correlate better with older
children's self-report of symptoms than do parental reports (Epkins & Meyers, 1994;
Kolko & Kazdin, 1993). A study by Walker, Bettes, and Ceci (1984) presented preschool
teachers with three different vignettes describing aggression, hyperactivity, and
withdrawal; sex and age (3.5 years or 5.5 years) were varied. There were no sex
differences in teacher ratings of these problems in children. However, teachers did rate
withdrawal and hyperactivity as being more stable in girls than in boys. Teachers were
also asked to complete the Child Behavior Checklist for the most problematic child in
their classroom and the most problematic child of the opposite sex. Teacher ratings of the
two actual children in their classroom were consistent with the vignette findings, and the
girls and boy rated had similar profiles on the Child Behavior Checklist. This study
suggests that teachers can be an important source for information about child symptoms.
The present study differs from past studies in several important ways. Actual
symptoms in the preschool-aged child of each participant were evaluated through both
parent and teacher reports. This allows evaluation of how parental beliefs are related to
symptoms in their children. If parents' beliefs are related to their child's actual symptoms,
it would suggest that parent beliefs might play a role in parents' identifying or failing to
identify problematic behavior in their children. Looking at both symptom items and less
severe, subclinical behaviors, similar to those in the Atkinson and Endsley (1976) study,
allows comparisons between less severe and more severe types of similar categories of
behaviors in the same study. The present study also included a more general measure of
parental sexism in order to examine how such beliefs are related to perceptions of child
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problems in girls versus boys. Additionally, the present study adds to the literature by
conducting the study with parents of preschool children, and with a more diverse sample
of participants. The majority of parents and teachers were drawn from low-income,
mostly minority day care centers in an urban area. In contrast, most of the studies
reviewed were conducted with mostly European-American, middle-class, families.
Therefore, it is important to examine these issues in a more diverse sample of parents and
children.
Predictions
It was hypothesized that parents would be less concerned about hypothetical
internalizing symptoms and subclinical internalizing behaviors when they occur in girls
than when they occur in boys, because such behaviors would be consistent with the
stereotypical female gender role. It was expected that parents would be more concerned
about hypothetical externalizing symptoms and subclinical externalizing items when they
occur in girls than when they occur in boys, because such behaviors would be
inconsistent with traditional, female stereotypes. It was predicted that lower parental
concern about hypothetical internalizing symptoms would be related to increased levels
of actual internalizing symptoms, as reported by teachers, and that lower parental concern
about hypothetical externalizing symptoms would be related to increased externalizing
symptoms as reported by teachers, because parents who are less concerned about such
behaviors might be unlikely to discourage such behaviors, and might even inadvertently
encourage them. Therefore, it was expected that for parents of girls, lower parental
concern about internalizing symptoms would be related to higher levels of symptoms as
reported by teachers, while the opposite relationship was posited for boys. With regard to
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externalizing symptoms, it was therefore predicted that for parents of girls, higher
parental concern about externalizing symptoms in girls would be related to lower levels
of symptoms as reported by teachers, while the opposite would hold for boys. It was
predicted that lower parental concern about child internalizing problems and about child
externalizing symptoms would be related to lower parental reporting of child problems,
because parents would not view such behaviors as problematic. Therefore, it was
predicted that for girls, lower concern about internalizing problems would be related to
decreased reporting, while increased parental concern about hypothetical externalizing
symptoms would be related to increased reporting for externalizing symptoms. The
relation between parent beliefs about hypothetical, subclinical internalizing behaviors and
actual level of child symptoms, as well as the relation between parent beliefs about
hypothetical, subclinical, externalizing behaviors and actual level of symptoms were also
examined. However, no a priori hypotheses were made with regard to these.
Additionally, the relation of parental beliefs about hypothetical symptoms and a measure
of sexism was also examined; it was expected that parents who held more traditionally
sex-typed beliefs about child behavior also would hold more sexist beliefs according to
this measure.
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CHAPTER 2
METHOD
Participants
Participants were 102 parents (mean age = 3 1 .24 years, SD = 6.66) of preschool
aged children (61 girls and 41 boys; mean age = 4.34 years, SD =
.66) and 20 teachers
from 1 3 classrooms at 4 different day care organizations in the greater Springfield.
Massachusetts area who were participating in a larger study. Three of these day care
organizations serve children from mostly lower income families (median family income =
$19, 500), and many of these children are from racial and ethnic minority groups.
Twenty-three of the children were from a day care center that serves mostly European
American, higher income families (median income = $85,000). Approximately 32% of
the children in the study were identified by parents as Latino/Latina, 28% as European
American, 24% as African American, and 16% as "other" (which included multiracial
children and children of Caribbean descent). Of the parents participating in the study,
approximately 35% identified themselves as Latino/Latina, 34% as European American,
22% as African American, and 9% as "other" (which included multiracial parents and
parents of Caribbean descent). Approximately 51% of the families were single-parent
families (all single mothers), while approximately 49% of the families had two parents
residing in the home.
The majority of parents completing packets were mothers. In the rare instances (n
= 6) when information was obtained only from a father or other primary care provider
(e.g. grandmother), then that was used for the analyses. In the few cases when data was
obtained from two parents, only the mother's data was used in the analyses.
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Materials
Parental Concern Scale
The Parental Concern Scale was developed because there was no available scale
that assesses parental concern about hypothetical internalizing and externalizing child
symptoms. Copies of each version of this scale are presented in the Appendices. This
brief scale has 28 items, half of which refer to internalizing behaviors and half of which
refer to externalizing behaviors. Half of each of these sets of items were designed to
reflect subclinical behaviors and half to reflect clinical symptoms. Item content was
derived from items of the Child Behavior Checklist internalizing scale (Achenbach &
Edelbrock, 1983), the Eyberg Child Behavior Inventory (Robinson, Eyberg, & Ross,
1980), and the Diagnostic Interview Schedule for Children - Parent Version (Fisher,
Wicks, Shaffer, Piacentini, & Lapkin, 1994). Item format and response format were
based, in part, on scales that have been used in related studies (Atkinson & Endsley,
1976; Phares et al., 1996; Weisz et al., 1991; Weisz et ah, 1988).
Parents whose participating child was a girl completed a version of the Parental
Concern Scale in which the 28 vignettes involve 4-year-old girls. Parents whose
participating child was a boy, completed a version of the Parental Concern Scale in which
the 28 vignettes involve 4-year-old boys. The two versions were identical except for the
gender of the children depicted in the items. After each item, parents were asked to rate
how concerned they would be about the behavior on a 7-point scale from "not at all
concerned" (1) to "very concerned" (7).
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For the Parental Concern Scale, 4 different scale scores were created for the
purposes of the analyses: the sum of the 7 subclinical internalizing items (items 1. 4, 5, 7,
10, 11, and 14); the sum of the 7 clinical internalizing items (items 15, 17. 19, 20, 24 25
and 27); the sum of the 7 subclinical externalizing items (items 2, 3, 6, 8, 9, 12, and 13);
and the sum of the 7 clinical externalizing items (16, 18, 21, 22, 23, 26, and 28). The
data support dividing the subclinical and clinical items. Parents reported more concern
for clinical internalizing items (mean = 4.90, SD = 1.30) than for subclinical internalizing
items (mean - 4.18, SD = 1.27) (t = 8.04, p < .01). Parents also reported more concern
for clinical externalizing items (mean = 5.04, SD = 1
.35) than for subclinical
externalizing items (mean = 4.1 1, SD = 1.35) (t = -8.68, p < .01). In order to assess the
reliability of these four subscales, Cronbach's alpha was calculated for each. These
values suggest excellent internal reliability (internalizing clinical = .83; internalizing
subclinical =
.77; externalizing clinical = .84; externalizing subclinical = .84).
Teacher Ratings of Child Psychopathology
In order to obtain a measure of child symptomatology separate from that obtained
from parents, teacher reports were collected. As part of a larger study, teachers
completed the teacher form of the Child Behavior Profile (t-CBP; Achenbach &
Edelbrock, 1986) for each child participating in the study. This 113 item instrument
assesses both internalizing and externalizing symptomatology and has extensive validity
and reliability data.
Teacher t-CBP's were obtained for all 102 of the children participating in the
study. For the analyses, the overall internalizing total scale score and the overall
externalizing total scale score were used. Whenever possible, teacher t-CBP s were
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obtained from two teachers in the classroom. Seven classrooms had ratings from two
teachers. When ratings from two teachers per child were obtained, these ratings were
averaged to create an average teacher rating for each scale on the t-CBP for each child.
Agreement between teachers was fair to good; the average correlation for teacher ratings
in classrooms with two teachers were .44 for the internalizing score and .78 for the
externalizing score.
Parent Measures
Child Behavior Checklist. In order to assess parents' perceptions of their
children's internalizing symptoms, parents completed the internalizing scale of the Child
Behavior Checklist for ages 4 to 16 (CBC-L; Achenbach & Edelbrock, 1983). The
internalizing scale of the CBC-L is composed of 3 1 items which assess symptoms falling
in three areas: withdrawn behavior, somatic complaints, and anxious/depressed. Parents
are asked to rate each item as one of the following: not true (0), somewhat true (1), or
very often true (2). The CBC-L includes standardized norms for internalizing problems,
with good psychometric properties and extensive validity data.
Evberg Child Behavior Inventory . In order to assess parents' perceptions of their
children's externalizing behaviors, parents completed the Eyberg Child Behavior
Inventory (ECBI) (Robinson et al., 1980). The ECBI is comprised of 36 items which
assess child conduct-problem behaviors. The scale is appropriate for children ages 2 to
1 7. Parents are asked to rate how often a given behavior occurs with their child on a 7
point scale from never (1) to always (7). An overall problem intensity score is obtained
by summing these frequency ratings for the 36 items. Parents are also asked to answer
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whether or not each behavior is a problem for them. Data suggest that the ECBI is a valid
(Boggs, Eyberg, & Reynolds, 1 990) and reliable measure of child conduct problem
behaviors.
Ambivalent Sexism Inventory. In order to examine how parents' beliefs about
child symptoms might be related to broader measures of sexist beliefs and to obtain a
general measure of parental sexism, some parents completed the Ambivalent Sexism
Inventory (ASI) (Click & Fiske, 1996). The ASI assesses two components of sexism -
hostile sexism and benevolent sexism. Glick and Fiske (1996) describe hostile sexism as
reflecting attitudes which are overtly negative and prejudiced towards women. They
describe benevolent sexism as involving attitudes in which women are viewed in a
stereotypical fashion and as belonging in restricted roles, however, these attitudes are
subjectively positive for the person holding these attitudes. The ASI has 22 items, and
respondents are asked to rate, on a 5 point scale, how strongly they agree or disagree with
each statement. The scale provides an overall score, a Hostile Sexism score, and a
Benevolent Sexism score. In the present study, the 5 reversed scored items were not
included, leaving 1 7 items.
Procedure
Forty-one parents completed the Parental Concern Scale, the CBC-L, and the
ECBI, and the ASI as part of an assessment session for a larger study. These sessions
occurred at two of the participating day care organizations, and parents were paid $25.00
for completing the assessment packets for the larger study.
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In order to obtain more participants, parents at two different day care
organizations were asked to complete the Parental Concern Scale, the ECB1, and the
internalizing scale of the CBC-L, along with measures for another study. Data were
obtained from 61 parents. Parents were paid $15.00 for completing these packets.
Teachers completed the t-CBP for each child in their classrooms who was
participating in the study. Teachers were given the forms to complete at home and were
paid for their time.
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CHAPTER 3
RESULTS
Descriptive Information
In the overall sample, the average total score on the ECB1 was 88.31 (SD =
44.33), while the mean number of problems reported on the ECBI was 6.76 (SD = 6.82);
both of these scores fall in the average range for 3- and 4-year-old children according to
Robinson et al. (1980). The average raw score on the internalizing scale of the CBC-L
was 5.55 (SD = 6.84), which falls in the normal range for 4-year-old children (mean t-
score - 48.4, SD = 11.15). T-scores on the CBC-L should be interpreted with caution,
because the CBC-L is normed for children ages 4-years to 16-years, and some of the
children in the present study were not yet 4-years-old. The average scores on the ASI
were as follows: Total score = 29.15 (SD = 16.13); Benevolent Sexism = 16.90 (SD =
9.15); Hostile Sexism = 12.25 (SD = 8.23).
On the Parental Concern Scale, there was no significant difference between
parental concern for internalizing versus externalizing symptoms, but it was in the
direction of more concern of externalizing symptoms (mean = 5.04, SD = 1 .35) than for
internalizing symptoms (mean = 4.90, SD = 1.30) (t(101) = -1.71, p= .09). There was no
significant difference between concern for internalizing subclinical items (mean = 4.18,
SD = 1.27) versus externalizing subclinical items (mean = 4.1 1, p = 1.35) (t(101) = .77,
P= .44). The subscales of the parental concern scale were highly correlated with one
another. These correlations ranged from r = .61 to r = .80 (all p's < .001).
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For teacher measures, both raw scores and t-scores are presented. T-scores should
be interpreted with caution as the t-CBP norms do not include children under age 5-years.
The mean raw score on the internalizing scale of the t-CBP was 4.77 (SD = 5.66), which
falls in the normal range for 5-year-old children (mean t-score = 48.85, SD = 8.71), while
the mean raw score on the externalizing scale of the t-CBP was 9.33 (SD = 10.06). also
falling in the normal range for 5-year-old children(mean t-score = 55.13, SD = 9.72).
There were no significant differences between any of these variables for girls versus boys.
Descriptive statistics for the main variables for girls and boys are presented in
Table 1 on page 27. Simple correlations between the main variables for girls and boys
are presented in Table 2 on page 28. There were no significant correlations between these
measures. No corrections were made for Type-I error, because there were few significant
correlations in the study.
Parental Concern about Internalizing Symptoms in Girls versus Bovs
To test the hypothesis that parents would be less concerned about hypothetical
internalizing symptoms in girls than they would be about these in boys, independent t-
tests were conducted, comparing the sum of the 7 internalizing clinical items on the
Parental Concern Scale of parents who completed the girl version versus the boy version.
There was no significant difference in parental concern regarding internalizing symptoms
for parents of girls (mean = 4.88, SD = 1.26) versus parents of boys (mean = 4.92, SD =
1.38) (t (100) = .13, p = .51).
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Table 1
. Means and standard deviations for girls and boys in overall sample. * E < .05
Variable
M
Girls
SD n M
Boys
SD n
Parent Age
Parent Age
30.3 6.6 57 32.6 6.7 39
Family Income($)
Teacher Measures:
t-CBP Internalizing
47,075 63,754 34 58,739 65,900 23
raw score 4.9 6.5 61 4.6 4.1 41
t-score
t-CBP Externalizing
48.6 9.2 61 49.2 8.1 41
raw score 8.9 8.9 61 9.9 11.7 41
t-score
Parent Measures:
CBC-L Internalizing
56.4 9.4 61 53.2 10.0 41
raw score 5.0 5.7 61 6.4 8.3 41
t-score 47.3 9.9 61 50.0 12.8 41
ECBI Problem Intensity 89.3 41.0 61 86.9 49.4 41
ECBI Problem Score 6.2 6.7 61 7.6 7.0 41
Ambivalent Sexism Scale 28.7 18.4 24 29.8 12.6 16
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Table 2. Simple correlations between main variables. For boys all p's > .07; for girls all
Girls Boys
CBC-L Internalizing &
Internalizing Clinical Concern
-.03
.26
CBC-L Internalizing &
Internalizing Subclinical Concern
-.09
.11
ECBI Problem Intensity &
Externalizing Clinical Concern
.23
.12
ECBI Problem Intensity &
Externalizing subclinical Concern
-.08
.06
t-CBP Externalizing &
ECBI Problem Intensity
.22 .18
t-CBP Internalizing &
CBC-L Internalizing
.04 -.21
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Parental Concern about Subclinical Internal izing Behaviors in Girls versus Bovs
To test the hypothesis that parents would be less concerned about hypothetical
subclinical internalizing behaviors in girls than in boys, total scores on the 7 internalizing
subclinical items on the Parental Concern Scale for parents who completed the girl
version were compared to scores of parents who completed the boy version. There was
no significant difference in parental concern about subclinical internalizing behaviors in
girls (mean = 4.14, SD = 1.21) compared to parental concern about subclinical
internalizing behaviors in boys (mean = 4.23, SD = 1.34) (t (100) = .33, p = .75).
Parental Concern about Externalizing Symptoms in Girls versus Bovs
To test the hypothesis that parents would be more concerned about hypothetical
externalizing symptoms in girls than in boys, total scores on the 7 externalizing clinical
items on the Parental Concern Scale for parents who completed the girl version, were
compared to scores of parents who completed the boy version. There was no significant
difference in parental concern about externalizing symptoms in girls (mean = 5.04, SD =
1
.40) compared to parental concern about externalizing symptoms in boys (mean = 5.05,
SD = 1
.27) (t (100) = .04, p = .97).
Parental Concern about Subclinical Externalizing Behaviors in Girls versus Boys
To test the hypothesis that parents would be more concerned about hypothetical
subclinical externalizing behaviors in girls than in boys, total scores on the 7
externalizing subclinical items on the Parental Concern Scale for parents who completed
the girl version were compared to scores of parents who completed the boy version.
There was no
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significant difference in parental concern about subclinical externalizing behaviors in
girls (mean = 4.15, SD = 1.21) compared to parental concern about subclinical
internalizing behaviors in boys (mean = 4.23, SD = 1.40) (t (100) = .33, p = .75).
The Relation between Parent Beliefs about Hypothetical Internalizing
Symptoms and Actual Child Symptoms
In order to test the hypothesis that less parental concern about hypothetical
internalizing symptoms would be related to higher levels of actual symptoms as reported
by teachers, a correlation between the total score on the 7 internalizing clinical items on
the Parental Concern Scale and the internalizing scale total on the teacher version of the
CBC-L was conducted. For girls, there was no significant correlation between parental
concern and teacher report of girls' internalizing symptoms (r (61) = .04, p = .78).
However, for boys, there was a significant negative correlation (r (41) = -.33, p < .05), in
that increased parental concern was related to lower teacher reporting of internalizing
symptoms in boys.
The Relation between Parent Beliefs about Hypothetical Externalizing
Symptoms and Actual Child Symptoms
In order to test whether or not lower parental concern would be related to higher
levels of actual child symptoms, a correlation between the total score on the 7
externalizing clinical items on the Parental Concern Scale and the externalizing scale
total on the t-CBP was conducted. There was no significant correlation between parental
concern and teacher report of externalizing behaviors for girls (r(61) = .03, p
-
.83), nor
for boys (r(41) = .03, p = .85).
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Ihe Relation between Parental Concern about Internal!™,, Symptoms anH Par,-n,
of Internalizing Symptoms
In order to test the hypothesis that higher parental concern about internalizing
symptoms would be related to increased parental sensitivity to internalizing symptoms,
multiple regression equations were used with total scores for the 7 clinical internalizing
items on the parental concern scale predicting the total score for internalizing scale of the
parent version of the CBC-L, holding teacher report of symptoms (the average
internalizing total score on the teacher version of the CBC-L) constant. This relationship
was not significant for girls (B =
-.15, SE =
.59, t (58) = -.25, p = .78), or for boys (B =
1.42, SE = .10, t (38) = 1.42, p = .16).
The Relation between Parental Concern about Externalizing Symptoms and Parent Report
of Externalizing Symptoms
In order to test the hypothesis that higher parental concern about externalizing
symptoms would be related to increased parental sensitivity to child externalizing
symptoms, multiple regression equations were used with total scores for the 7 clinical
externalizing items on the parental concern scale predicting the total score for the ECBI,
holding teacher report of symptoms (the average externalizing total score on the teacher
version of the CBC-L) constant. For girls, this relationship was in the predicted
direction, but was not significant (B = 6.51, SE = 3.64, t (58) = 1.79, p = .08). For boys
there was no significant relationship between parental concern about externalizing
symptoms and parent report of symptoms (B = 4.29, SE = 6.16, t (41) = .70, p = .49).
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The Relation between Parent Beliefs about Hypothetical Internalizing
Subclinical Behaviors and Actual Child Symptoms
Correlations were used to investigate the relation between parent beliefs about
hypothetical, subclinical internalizing behaviors and the actual levels of children's
internalizing symptoms, as measured by teacher report. There was no significant
correlation between the total score for the 7 subclinical internalizing items on the Parental
Concern Scale and the total score on the internalizing scale of the teacher t-CBP for girls
(r (61) = .004, p = .97) or for boys (r (41) = -.15, p =.34).
The Relation between Parent Beliefs about Hypothetical Externalizing
Subclinical Behaviors and Actual Child Symptoms
Correlations were used to investigate the relation between parental beliefs about
hypothetical, subclinical externalizing behaviors and the actual levels of children's
externalizing symptoms. There was not a significant correlation between the total score
for the 7 subclinical externalizing items on the Parental Concern Scale and the total score
on the externalizing scale of the t-CBP for girls (r (61) = .13, p = .33) or for boys (r (41) =
.27, p = .08).
Analyses Taking SES and Ethnicity into Account
In the above analyses, there was one significant result; parental concern about
hypothetical internalizing symptoms was negatively correlated with teacher report of
actual internalizing symptoms for boys only. One possible reason for this lack of results,
is that perhaps it does not make sense to group all the children in the analyses together.
Given that most of the literature in this area was conducted with higher-SES majority
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families (as noted in the introduction) one might predict an interaction between SES and
parental concern and/or between ethnicity and parental concern, whereby the patterns
suggested in the literature on European American children from middle and higher-SES
families may not hold for lower-SES or minority families. As noted earlier, there were
some striking demographic differences between the families from the four different day
care organizations. This information is summarized in Table 3 on page 34. Because of
these differences between centers, and the reasons suggested above, analyses were
conducted to evaluate differences in the higher-SES, mostly majority daycare center as
compared with the other centers, which serve lower-SES families and mostly minority
families. However, in the present sample, it is impossible to separate ethnicity and SES
(since all but one family at the higher-SES center identified themselves as European
American). In order to avoid further confounds, the one parent-child pair identified as
Latino/a at the higher-SES center and 12 parent-child pairs with parents self-identified as
European American at the lower-SES centers were removed from the following analyses.
The resulting sample consisted of 1 1 girls and 12 boys at the higher-SES, majority center
and 40 girls and 27 boys at the lower-SES, minority centers. For ease of presentation, the
higher-SES, majority center will be referred to simply as the "higher-SES center" and the
3 lower-SES, minority centers will be referred to simply as the "lower-SES center".
Parental Concern about Internalizing Symptoms in Girls versus Boys
A 2 X 2 between-subjects ANOVA (child gender x day care center type) was
conducted with scores on the internalizing clinical items of the Parental Concern Scale as
the dependent variable. A significant interaction (gender x day care center type) was
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Table 3. Means and standard deviations for the lower-SES centers and the higher-SES
center separately. *p<.05.
Lower-SES Centers Higher-SES Center
M SD n M SD n
Parent Age * 28.7 5.8 63 37.8 4.1 21
Child Age (years) 4.3 0.7 66 4.6 0.3 21
Family Income * 23,721 13,455 31 120,000 89,482 16
Teacher Measures:
t-CBP Internalizing
raw score 4.2 4.6 67 3.0 2.6 22
t-score 48.2 8.1 67 46.4 6.7 22
t-CBP Externalizing *
raw score * 9.4 10.0 67 4.5 5.8 22
t-score * 55.6 9.0 67 49.9 7.9 22
Parent Measures:
CBC-L Internalizing
raw score 5.5 6.0 67 7.0 7.0 22
t-score 48.1 11.5 67 52.1 10.7 22
ECBI Problem Intensity 84.2 50.4 67 94.0 31.7 22
ECBI Problem Score 6.9 7.4 67 6.3 4.6 22
Ambivalent Sexism Scale * 41.3 9.1 10 25.3 16.5 21
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obtained, F (1, 85) - 5.73, p < .05). A graph of this interaction is presented in Figure 1 on
page 36. Consistent with original predictions, in the higher-SES center, there was less
concern with girls' internalizing symptoms, but this was not the case in the lower-SES
centers. Planned comparisons were conducted. The higher-SES center parents were less
concerned about girls' hypothetical internalizing symptoms (mean = 4.29) than they were
about boys' hypothetical internalizing symptoms (mean = 5.55) (p < .05). At the lower-
SES center, there was no significant difference between parental concern about girls'
(mean = 4.95) versus boys' (mean = 4.62) hypothetical internalizing symptoms (p = .33).
Interestingly, parents at the higher-SES center expressed more concern about boys'
hypothetical internalizing symptoms (mean = 5.55) than did parents at the lower-SES
center (mean = 4.62) (p < .05).
Parental Concern about Subclinical Internalizing Behaviors in Girls versus Bovs
A 2 x 2 between-subjects ANOVA was conducted (gender x center) with the total
scores on the 7 internalizing subclinical items on the Parental Concern Scale as the
dependent variable. There was a trend towards a significant interaction (gender x center)
(F (1, 85) = 3.73, p < .06). A graph of this interaction is presented in Figure 2 on page 37.
Consistent with predictions, in the higher-SES center, there was a trend towards less
concern with girls' hypothetical subclinical internalizing behaviors. However, this was
not the case with the lower-SES centers. Planned comparisons were conducted. There
was a trend towards parents from the higher-SES center being less concerned about girls'
hypothetical, subclinical, internalizing behaviors (mean = 3.37) than about boys'
hypothetical, subclinical, internalizing behaviors (mean = 4.46) (p = .06). There was no
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Parental
Clinical
Internalizing
Concern
Higher-SES Center
Lower-SES Center
Figure 1 . Parental clinical internalizing concern as a function of child gender and day
care center. For the interaction term, £ < .05.
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Figure 2. Parental subclinical internalizing concern as a function of child gender and day
care center. For the interaction term, g = .06.
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Externalizing
Concern
Higher-SES Center
Lower-SES Center
Figure 3. Parental clinical externalizing concern as a function of child
gender and day
care center. For the interaction term, p = .06.
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Figure 4. Parental subclinical externalizing concern as a function of child gender and day
care center. For the interaction term, £ = .12.
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from the higher-SES center were less concerned about subclinical externalizing behaviors
in girls (mean = 3.26) than were parents at the lower-SES center (mean = 4.40) (p < .05).
Ihe Relation between Parent Beliefs about Elypothetical Internalizing Symptoms and
Actual Child Symptoms
To ascertain if the relation between parental concern about hypothetical
internalizing symptoms and teacher report of child symptoms would be different at the
higher versus lower-SES day care centers, multiple regression equations were used to
predict average teacher ratings on the internalizing total scale from center, parental
concern, and a multiplicative term. For girls, none of the predictor variables were
significant (all p's > .23). For boys, none of the predictor variables were significant (all
p's > .30).
The Relation between Parent Beliefs about Hypothetical Externalizing Symptoms and
Actual Child Symptoms
In order to ascertain whether the relation between parental concern about hypothetical
externalizing symptoms and teacher report of child symptoms would differ at the higher
versus lower-SES centers, multiple regression equations were used to predict average
teacher ratings on the externalizing scale of the t-CBP from center type, parental concern,
.
and a multiplicative term. For girls, none of the predictor variables were significant (all
p's > .15), nor were they for boys (all p's >.10).
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The Relation between Parental Concern about Internalizing Svmntoms and Parent Renort
of Internalizing Symptoms
To examine whether the relation between parental concern about hypothetical
internalizing symptoms and parent report of child symptoms differs for the two centers.
multiple regression equations were used, with total scores for the 7 clinical internalizing
items on the parental concern scale, center type, and a concern center type multiplicative
term predicting the total score for internalizing scale of the parent version of the CBC-L,
holding teacher report of symptoms (the average internalizing total score the teacher
version of the t-CBP) constant. For girls, none of the predictor variables were significant
(all p's > .36). For boys, none of the predictor variables were significant (all p's > .65).
The Relation Between Parental Concern about Externalizing Symptoms and Parent
Report of Externalizing Symptoms
To ascertain whether the relation between parental concern about hypothetical
externalizing symptoms and parent report of child symptoms differs at the two centers,
multiple regression equations were used, with total scores for the 7 clinical externalizing
items on the parental concern scale, center type, and a concern center type multiplicative
term predicting the total score for the ECBI, holding teacher report of symptoms (the
average externalizing total score the t-CBP) constant. For girls, none of these were
significant (all p's >.09). For boys, none of the predictor variables were significant (all p's
>
.26).
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Ihe Relation between Parent Beliefs about Hypothetical Internalizing Subclinical
Behaviors and Actual Child Symptoms
Multiple regression equations were used to investigate if there was an interaction
between center type and parental concern about subclinical internalizing symptoms in
predicting the actual levels of children's internalizing symptoms. Parental concern about
subclinical internalizing behaviors, center type, and a multiplicative term (center type x
parental concern) were used to predict total internalizing scale scores on the teacher t-
CBP. For girls, this was not significant (all p's > .42). For boys, this was not significant
(all p's > .19).
The Relation between Parent Beliefs about Hypothetical Externalizing Subclinical
Behaviors and Actual Child Symptoms
Multiple regression equations were used to investigate if there was an interaction
between center type and parental concern about subclinical externalizing symptoms in
predicting the actual levels of children's externalizing symptoms. Parental concern about
hypothetical, subclinical, externalizing behaviors, center type, and a multiplicative term
(center type x parental concern) were used to predict total externalizing scale scores on
the t-CBP. For girls, none of the predictor variables were significant (all p's > .23). For
boys, none of the predictor variables were significant (all p's > .09).
Parental Sexism
To further understand the difference in parental beliefs about girls' and boys’
symptoms, the Ambivalent Sexism Inventory (Glick & Fiske, 1996) was used as a
measure of parental sexism. Data were available only for one of the lower-SES centers
and for the higher-SES center. Several analyses were conducted. In the overall sample,
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there was no significant difference between the three scale scores on the ASI for parents
of girls versus boys (all p's > .29). It was expected that the parents expressing the more
sexist beliefs on the ASI would also express more traditional sex-stereotyped views about
child symptoms. There were no significant correlations between the total ASI score, the
Benevolent Sexism Subscale, or the Hostile Sexism Subscale with any of the Parental
Concern Scale subscales for either parents of girls or parents of boys (all p's > .08).
These correlations and those for the girls and boys at the different centers are presented in
Table 3 on page 45.
Data were also analyzed for the centers separately. Independent t-tests were
conducted comparing scores on the ASI for parents from one lower-SES center with those
of parents at the higher-SES center. The results are presented in Table 4 on page 46.
Parents from the lower-SES center scored higher (expressed more sexist views) on all
three ASI scores (Total Score, Benevolent Sexism, and Hostile Sexism). Correlations
were conducted comparing the three ASI scale scores and the four Parental Concern Scale
scores for separately for girls and for boys at each center. There were 7 girls and 3 boys in
the lower-SES center group, and 9 girls and 12 boys in the higher-SES center group.
Correlations for the 3 boys at the lower-SES center are not presented due to the low
number of subjects. There were no significant correlations for any of the other groups
(all p's > .05). However, given the small sample size available for these analyses, there
was very poor power for these analyses.
44
Table 4. Correlations between Parental Concern Scale scores and AS1 scores. All g's >
Subclinical Clinical Subclinical Clinical
Internalizing Internalizing Externalizing Externalizing
Overall Sample
(girls: n = 24, boys: n = 16)
ASI Total
.07 (girls)
-.02 (boys)
-.06 (girls)
-.14 (boys)
.17 (girls)
-.29 (boys)
-.22 (girls)
-. 1 5 (boys)
Hostile
-.03 (girls)
-.24 (boys)
-.19 (girls)
-.20 (boys)
.12 (girls)
-.47 (boys)
-.27 (girls)
-.19 (boys)
Benevolent
.16 (girls)
.21 (boys)
.04 (girls)
-.04 (boys)
.20 (girls)
-.04 (boys)
-.15 (girls)
-.07 (boys)
lower-SES Center
(girls: n = 7)
ASI Total -.43 (girls) -.11 (girls) -.16 (girls) -.60 (girls)
Hostile -.52 (girls) -.56 (girls) -.28 (girls) -.66 (girls)
Benevolent -.06 (girls) .46 (girls) .08 (girls) -.14 (girls)
Higher-SES Center
(girls: n = 9, boys: n = 12)
ASI Total .48 (girls)
. 1 0 (boys)
.36 (girls)
.02 (boys)
.31 (girls)
-.33 (boys)
.16 (girls)
.02 (boys)
Hostile .40 (girls)
-.21 (boys)
.26 (girls)
-. 1 1 (boys)
.23 (girls)
-.55 (boys)
.10 (girls)
-.05 (boys)
Benevolent .52 (girls)
.42 (boys)
.41 (girls)
. 1 5 (boys)
.36 (girls)
-.03 (boys)
.20 (girls)
. 1 0 (boys)
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Table 5. Ambivalent Sexism Inventory Results. * g < .05
Variable lower-SES Center Higher-SES Center
M SD n M SD n
ASI Total Score *
ASI Hostile Sexism *
ASI Benevolent Sexism *
41.3 9.1 10 25.3 16.5 21
17.3 6.1 10 10.4 8.2 21
24.0 6.3 10 14.9 9.3 21
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CHAPTER 4
DISCUSSION
The present study was a first step in examining gender differences in
developmental psychopathology, by examining whether there are differences in the level
of parental concern about internalizing and externalizing behaviors depending on whether
these behaviors are exhibited by girls or by boys. Furthermore, the present study sought
to examine how such parental beliefs might be related to parents' perceptions of their own
children's behaviors, and how parents' perceptions are related to actual child symptoms,
as measured by teachers' reports of children's behaviors in the preschool classroom.
Additionally, the present study examined these beliefs and relationships in an
economically and racially and ethnically diverse sample.
In contrast to the literature reviewed, which suggested that parents do perceive the
same behaviors differently in girls and boys (Atkinson & Endsley, 1976; Fagot, 1978,
1984; Feinblatt & Gold, 1976; Hinde et al., 1993; Kerig et al, 1993; Kronsberg et al.,
1985; Ross et al., 1990; Serbin et al., 1972; Smetana, 1989), in the overall sample, there
was only one significant finding. For boys, increased parental concern about hypothetical
internalizing symptoms was related to lower teacher report of boys' internalizing
symptoms. This is consistent with predictions that increased parental concern would be
related to lower teacher report of actual symptoms, because increased parental concern
might be related to some sort of parental action with regard to decreasing such behaviors.
In the overall sample, there were no significant differences in parents' levels of concern
about hypothetical internalizing symptoms, internalizing subclinical behaviors,
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externalizing symptoms, or externalizing subclinical behaviors in girls as compared with
boys, nor were there any other significant relationships between parental beliefs and
actual symptoms or with parental report of child symptoms.
As stated earlier, one possible reason for this is that parental beliefs and
perceptions may differ depending on such factors as racial and ethnic group status and
SES. Breaking the present sample into two subsamples: higher-SES, European
American and lower-SES, minority, allowed the hypotheses to be examined separately for
these two groups. In contrast, to the results obtained with the overall sample, there were
significant findings when the groups were examined separately.
Consistent with predictions, parents at the higher-SES center were less concerned
about girls' hypothetical internalizing symptoms than they were about such symptoms in
boys. However, at the lower-SES centers, there was no significant difference between
parental beliefs about internalizing symptoms in girls versus boys. With regard to
subclinical internalizing behaviors, there was a trend for parents at the higher-SES center
to be less concerned about girls' subclinical internalizing behaviors than about such
behaviors in boys. However, at the lower-SES center, there was no significant difference
between parental concern about hypothetical subclinical behaviors for girls versus boys.
With regard to parental beliefs about externalizing symptoms, contrary to predictions,
there was a trend for parents at the higher-SES center to be less concerned about
externalizing symptoms in girls than in boys; there was no significant difference between
parental concern about hypothetical externalizing symptoms in girls versus boys at the
lower-SES centers. There were no significant findings with regard to parental concern
about subclinical externalizing behaviors at either center. There were no significant
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findings with regard to the relation between parent beliefs about hypothetical
internalizing and externalizing child symptoms and actual child symptoms for girls or
boys or with regard to the relation between parent beliefs about hypothetical internalizing
and externalizing symptoms and parent report of those child symptoms. More simply,
European American parents at the higher-SES center tended to be less concerned about
girls hypothetical symptoms than they were about boys' hypothetical symptoms,
regardless of whether these were internalizing or externalizing symptoms. Perhaps there
is a wider range of behaviors that parents consider acceptable (and thus less concerning)
for young girls than for young boys. However, with regard to the parents from ethnic and
racial minority groups at the lower-SES center, there were no significant sex differences
in parental concern about hypothetical symptoms in girls versus boys.
The finding that European American, higher-SES parents are less concerned about
hypothetical internalizing symptoms in girls, and that there was a trend towards less
concern regarding subclinical internalizing behaviors in girls, is consistent with the notion
that girls' internalizing problems are not as concerning to parents, because they are
congruous with the female gender role and expected behavior (Keenan & Shaw, 1997;
Simpson & Stevenson-Hinde, 1985; Zahn-Waxler, 1993). Furthermore, if internalizing
behaviors in girls are less concerning to parents, they may also be overlooked when they
could be a problem for girls.
Contrary to predictions, there was a trend for higher-SES, European American
parents to be less concerned about externalizing symptoms in girls than in boys. There is
some evidence that girls' conduct problems appear less severe when compared with those
of boys (Webster-Stratton, 1996). Perhaps, parents are more concerned about
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externalizing problems in boys because they are imagining boys’ externalizing problems
leading to more severe problems. Perhaps parents imagine that girls' will outgrow such
behaviors as they grow past the preschool years. This finding taken with the finding
regarding internalizing problems, suggests that maybe girls’ behaviors, in general, are
simply not considered as problematic or concerning as those of boys.
The predictions regarding parents' beliefs about child symptoms and subclinical
behaviors were based on research that was conducted, for the most part, with middle-
class, European American parents and children (e.g., Atkinson & Endsley, 1976; Fagot,
1978; Feinblatt & Gold, 1976; Hinde et al., 1993; Phares et ah, 1996; Serbin et ah,
1972). The results of the present study, suggest that parents from other backgrounds may
not share the same beliefs about girls and boys. In contrast to the findings with the
higher-SES, European American sample in the present study, the same pattern was not
found with the present, lower-SES, minority sample. There were no significant gender
differences in parental concern about hypothetical internalizing or externalizing
symptoms or about subclinical internalizing or externalizing behaviors, suggesting that
lower-SES, minority parents are similarly concerned about internalizing and externalizing
problems regardless of the gender of the child. It is not that parents at the lower-SES
center were not concerned about internalizing and externalizing behaviors and symptoms;
the mean ratings of concern ranged from 4.02 to 5.08 while the mean ratings of concern at
the higher-SES center ranged from 3.25 to 5.54. Parents at the higher-SES center were
less concerned about girls' hypothetical, subclinical, externalizing behaviors and girls'
hypothetical, subclinical, internalizing behaviors, suggesting perhaps that the parents at
the majority, higher-SES center are less concerned with such behaviors in girls, perhaps
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because these parents have the perception that girls do not have many problems in
childhood and may outgrow these subclinical behaviors as they get older (Zahn-Waxler,
1993). Parents at the higher-SES center were more concerned about boys' hypothetical,
internalizing symptoms than were parents at the lower-SES center, suggesting perhaps
that such parents consider such problems to be of greater potential seriousness and thus of
greater concern.
There are several possible reasons for the differences between the results for the
two centers. Differences in child-rearing beliefs in different communities and groups
may account for this. Given the paucity of research on normative parenting and parental
beliefs in diverse populations (Garcia Coll, Meyer, & Brillon, 1995; Kelley, Power, &
Wimbush, 1992; Rogoff& Morelli, 1989) it is difficult to postulate how such beliefs
might play a role in the findings of the present study. However, there is some evidence
that parents from different ethnic and racial groups have differing views on other aspects
of child rearing, such as early autonomy and responsibility (Bartz & Levine, 1978),
parental authority (Bartz & Levine, 1978), and discipline style (Kelly et al., 1992), thus
one could speculate that beliefs about child symptoms may differ from those in the
majority culture. There is also evidence that parents from different SES levels hold
different beliefs regarding discipline and child rearing (for a review see Hoff-Ginsburg &
Tardif, 1995; McLoyd, 1990).
The results of the present study are consistent with the findings of a study by
Bardwell, Cochran, and Walker (1986), which suggests that there may be racial and SES
differences in sex stereotyping. They examined how kindergarten-aged children s sex
stereotypes were related to race and educational level of parents. They found that
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European American children gave more sex-stereotyped responses on a measure of sex
stereotyping than did African American children. They suggested that this may be due to
differences in family structure and family roles in African American families.
Additionally, they found that European American children whose parents had at least
competed high school gave more sex stereotyped responses than did European American
children whose parents had not completed high school. While their study did not look
directly at parents' sex-stereotyping responses, it is possible to imagine that the parents'
sex stereotypes might be similar to those of their children. However, in the present study,
the effects of ethnicity and SES cannot be untangled, because all the parents participating
at the higher-SES center were European American, and all the parents participating at the
lower-SES centers were from racial and ethnic minority groups.
Additionally, there is some literature that suggests that single parents have less
traditional gender role stereotypes than do parents in two parent families (Leaper, Leve,
Strasser, & Schwartz, 1995; Leve & Fagot, 1997; Richmond-Abbot, 1984). Consistent
with this notion, the majority of parents at the lower-SES center (64%) were single
parents (all mothers), while the majority of families at the higher-SES center were two-
parent families (approximately 95%). This may be one reason for the differences.
The potential effects of single parent and two parent family status on parental beliefs
about gender roles are difficult to sort out in the present sample. Further studies will
need to sort out the possible effects of one versus two parent families, SES, and racial and
ethnic group in parents' beliefs bout child psychopathology, and about parenting more
generally.
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In both the higher-SES and lower-SES sample, there were no significant gender
differences with regard to parental beliefs about hypothetical, subclinical, externalizing
behaviors. This is contrary to predictions, but is consistent with Fagot (1978), who did
not find differences in parents' responses to aggression in girls and boys. Many of these
behaviors (e.g., temper tantrums) are relatively normative for preschoolers. Perhaps
parents, in general, are concerned relatively equally about such behaviors in girls and
boys, or view these as likely to be outgrown as a child grows out of the preschool age.
However, parents at the higher-SES center were significantly less concerned about girls'
behaviors than were parents at the lower-SES centers. Perhaps parents at the higher-SES,
majority center think that girls are likely to outgrow such behaviors as they get older,
while parents at the other centers may not share this view. It is possible that the effects of
lower-SES (e.g., possibly living in more dangerous neighborhoods) make girls'
subclinical externalizing potentially more concerning because parents can imagine
possible negative outcomes should such problems persist. While the difference between
parental concern about externalizing symptoms between the higher and lower-SES
centers was not significant, it was in the same direction of more concern at the lower-SES
center. There were no gender differences with regard to subclinical externalizing
behaviors.
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In both the lower-SES, minority and higher-SES, majority samples, there were no
significant findings with regard to the relation between parent beliefs about hypothetical
internalizing and externalizing child symptoms and actual child symptoms for girls or
boys with regard to the relation between parent beliefs about hypothetical internalizing
and externalizing symptoms and parent report of those child symptoms. It may be that
beliefs about hypothetical children and hypothetical symptoms are not related to parental
behavior. One possible explanation for the findings in the present study is the restricted
range of t-CBP and CBC-L scores in the present sample; all t-scores fell in the normal
range. Neither parents or teachers were reporting high levels of symptoms in the present
sample. Additionally, the factors that may mediate between parents' beliefs about
hypothetical symptoms and how or if these ideas are related to how they view their own
children or more objective measures of child behavior were not examined in the present
study, but should be examined in future studies.
In the present study, there was no relation between a measure of parental sexism
(ASI) and any of the scale scores of the Parental Concern Scale. Parents at the higher-
SES, majority sample had less sexist attitudes on the ASI than did parents at the lower-
SES, minority sample. However, parents at the higher-SES, majority sample had more
traditionally sex-stereotyped views about child symptoms. It is possible that these two
measures are tapping into different type of beliefs. The ASI assesses certain evaluative
attitudes towards women (Glick & Fiske, 1996), while the Parental Concern Scale may be
tapping less into evaluative attitudes towards gender, and more into societal or group
norms of expected behavior for girls and boys. This also points to the importance ot
recognizing that gender stereotypes and attitudes about gender may have many different
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facets. In the present sample, one cannot conclude that one group or the other is globally
more or less sexist, because of the differences on these different aspects of gender
stereotyping.
As has already been noted, there are several limitations to the present study. The
major limitation is that the relation of SES, racial and ethnic group, and marital status
with parental beliefs about child behaviors cannot be disentangled in the present study.
Any suggestions about why gender differences were found in one sample but not the
other and what this might suggest are speculative due to this confound. A second
limitation is that the size of the present sample necessitated combining African American
and Latino families. This is not ideal and may obscure possible differences between these
groups with regard to concern about child symptoms which may be related to possible
differences in child rearing beliefs and family structure (Garcia Coll et al., 1995). In
addition, there were no direct observations of child symptoms in the present study.
Finally, the measures of child psychopathology used in this study were not developed on
diverse samples.
An additional limitation is that the method of data collection was not uniform
across the different day care centers. At two of the day care organizations, the packets
were distributed as part of a larger study in which the researchers were more involved
with the teachers, administrators, and parents at the centers. In contrast, at two of the
lower-SES day care, parents were not involved in the larger study and were simply asked
by teachers to complete the packets. They did not meet the researcher. It is possible that
this may have resulted in parents being more guarded in their reports about child
symptoms. This would seem to be supported by the results displayed in Table 3. While
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not significant, parents seem to be reporting fewer internalizing and externalizing
problems at the lower-SES center than at the higher SES-center; in contrast, teachers at
the lower-SES centers reported significantly more externalizing child problems
There are several limitations related to the Parental Concern Scale. The Parental
Concern Scale was developed for this study, because of a lack of a measure to assess
parental concern about child symptoms in young children. While the Parental Concern
Scale attempted to assess parents' general ideas about symptoms in girls or boys, it is
impossible to know how their thoughts about their own children may have influenced
their responses to these items (Kronsberg et al., 1985). While the Parental Concern Scale
had good internal reliability, the four subscales were highly correlated with one another.
It could be that the items on the Parental Concern Scale are tapping into parental concern
in general and are not assessing parental concern about specific types of problems. Even
if this is the case, it does not diminish the finding of the differences in parental concern
about girls and boys at the lower-SES and higher-SES centers. However, these
correlations suggest that future studies should try to examine this issue of specific
concerns versus more global concern more directly. Additionally, in the present study
there was no direct measure of the validity of the Parental Concern Scale. Future studies
should evaluate its validity more directly. Further development of this scale and its use in
other studies would help to evaluate whether it is a potentially useful measure for
assessing parental beliefs about child symptoms. However, at the present time, due to
these limitations, the results of the present study should be interpreted with some caution.
Future studies should disentangle the effects of ethnic and racial group, SES, and
marital status on parental beliefs about child symptoms. Additionally, including objective
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measures of child symptoms would also be important. It would be interesting to examine
parental beliefs and the relation to child symptoms over time; a longitudinal study might
provide valuable information about how such beliefs are related to child psychopathology
over time and to the utilization of child mental health services. This also might allow the
behaviors mediating the relationship between parental beliefs and child symptomatology
and the consequences of this to be explored.
The present study was a first step in examining gender differences in parental
beliefs about child psychopathology and how these are related to child behaviors in
preschoolers. In general, there were gender differences in a higher-SES, majority sample,
but not in a lower-SES, minority sample. The reasons for this, and the implications of
this should continue to be studied, since it may have implications for whether or not
children receive services for problems and when these problems might continue to
develop unnoticed.
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APPENDIX A
GIRL VERSION OF THE PARENTAL CONCERN SCALE
Below are some situations involving girls who are 4-years-old. Please read each situation imai?inini»
TherraV^
^^ ChM ‘ F°r^^ drC,e the "X " that best bribes your opinionere are no right or wrong answers, we are simply interested in your opinion. P
the^ght^efore
etimeS Crie§ SCVeral^ 3^ bUt * “ USUa“y °n dayS when she did not 8et enou8h sleep
If you were Kristina's parent, would you be concerned about this behavior?
X
Very
concerned
Slightly
concerned
Not at all
concerned
2.
When Jennifer plays a game with another child, if her playmate reaches over and takes Jennifer’s game
pieces, Jennifer will usually hit the other child and take back her game piece.
If you were Jennifer's parent, would you be concerned about this behavior?
X X x X X X X
Verv Slightly Not at all
concerned concerned concerned
3.
When Angela gets very upset with her mother, she usually talks back to her mother, saying "you're mean
to me".
If you were Angela's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
4.
Sometimes, Tonya's mother notices that Tonya seems sad for no particular reason.
If you were Tonya's parent, would you be concerned about this behavior?
x X X X- X X X
Very Slightly Not at all
concerned concerned concerned
5.
The night before her first day at a new school, Samantha has a stomach ache because she is worried
about going to the school.
If you were Samantha's parent, would you be concerned about this behavior?
x X X X X X X
Very Slightly Not at all
concerned concerned concerned
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6. Whenever Allison is being teased by her sibling, she teases her sibling back
If you were Allison’s parent, would you be concerned about this behavior?
X
Very
concerned
-X
Slightly
concerned
Not at all
concerned
Ic^™and'cries
aid ° f ‘he da'k ' f
'^ Paren ‘ f°rgetS 10 leave a lighl on for her al bedlime
-
Brenda becomes
If you were Brenda's parent, would you be concerned about this behavior?
XX
Very
concerned
-x x x-
Slightly
concerned
Not at all
concerned
8.
Tricia sometimes asks her mother to play a game with her when her mother is busy. When her mother
tells her that she cannot play with her until later, Tricia pouts and whines.
If you were Tricia's parent, would you be concerned about this behavior?
X
Very
concerned
X
Slightly
concerned
Not at all
concerned
9.
When Brittany and her friend are playing together, they often make roughhousing part of their play.
If you were Brittany's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
10.
Whenever Cassandra goes to a birthday party where there are lots of children, Cassandra stays near her
mother and does not talk or play with the other children until they have been there about 20 minutes.
If you were Cassandra's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
1 1
.
Sonia's mother notices that Sonia often chooses to play by herself than with other children.
If you were Sonia's parent, would you be concerned about this behavior?
x X X X X X X
Very Slightly Not at all
concerned concerned concerned
12.
Usually, Jessica's mother has to ask Jessica to turn off the T.V. 3 times before Jessica does it.
If you were Jessica's parent, would you be concerned about this behavior?
x X X X X X X
Very Slightly Not at all
concerned concerned concerned
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13. Whenever Amanda's
yelling at her sibling.
sibling is playing with a toy that Amanda wants to play with, she usually begins
If you were Amanda's parent, would you be concerned about this behavior?
X X
Very
concerned
•x
--X X X
-X
Sl '9ht,y Not at all
concerned concerned
14.
Rachel cries each morning on the way to daycare because she doesn't want to leave her mother Her
mother comforts her on the way to daycare, and by the time Rachel gets to her classroom, she is no longer
upset. 6
If you were Rachel's parent, would you be concerned about this behavior?
X X
Very
concerned
X X X X X
Slightly Not at aM
concerned concerned
1 5. Over the last month, Emma’s mother has noticed that Emma has been sad about two times a week, even
when doing fun activities like playing or watching her favorite T.V. show.
If you were Emma's parent, would you be concerned about this behavior?
X X X X X X X
Very Slightly Not at all
concerned concerned concerned
16. Linda often asks for things at times when she really shouldn’t have them, like asking for cookies a half
hour before dinner. Whenever her mother says no to these requests, Linda cries loudly, stomps her feet, and
throws herself on the floor.
If you were Linda's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
17. Several nights a week it takes an hour to put Laura to bed because she is worried about lots of things,
and she has to be comforted by her parent before she is able to fall asleep.
If you were Laura's parent, would you be concerned about this behavior?
x X X X X X X
Very Slightly Not at all
concerned concerned concerned
1 8. When Michelle and another child play with blocks, at some point, Michelle will usually stand up, walk
over to her friend’s block tower and hit it, knocking it over.
If you were Michelle's parent, would you be concerned about this behavior?
x X X X X X X
Very Slightly Not at all
concerned concerned concerned
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,
SU °ne °f hCT m0,her ' s friends wh0 also h“ children. Tammy slays near her
mother and does not talk or play with the other children until they have been there about 30 minutes.
If you were Tammy's parent, would you be concerned about this behavior?
X X
Very
concerned
—
x x X
Slightly
concerned
Not at all
concerned
20.
When Donna's mother picks up Donna at daycare, she notices that Donna usually plays by herself.
If you were Donna's parent, would you be concerned about this behavior?
X X X X X X X
Verv Slightly Not at all
concerned concerned concerned
21.
Whenever Jackie’s mother asks Jackie to do something like picking up her toys off the floor, Jackie
usually refuses to do so until her mother threatens to punish her.
If you were Jackie's parent, would you be concerned about this behavior?
x
Very
x X
Slightly
x x
Not at all
concerned concerned concerned
22.
Nina has a friend over to play at her house and her mother sees Nina tease the other child, making that
child cry.
If you were Nina's parent, would you be concerned about this behavior?
Very Slightly Not at all
concerned concerned concerned
23.
When Stephanie's mother asks her to make her bed, Stephanie usually talks back to her mother, saying
"you can't make me".
If you were Stephanie's parent, would you be concerned about this behavior?
X
Very
—
X
Slightly
X- - - - X
Not at all
concerned concerned concerned
24.
Erica's mother notices that Erica sometimes cries and is tearful even when she does not seem to be mad
or angry or when her mother can't see a reason why she is crying.
If you were Erica's parent, would you be concerned about this behavior?
X X X X X X X
Very Slightly Not at al1
concerned concerned concerned
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If you were Kimberly's parent, would you be concerned about this behavior?
X X
Very
concerned
X X X
Slightly
concerned
Not at all
concerned
26.
When Anne is at the playground with her mother, she often gets into physical fights, involving
punching and hitting, with children she has been playing with.
If you were Anne s parent, would you be concerned about this behavior?
X X X X X-
Very Slightly
concerned concerned
X
Not at all
concerned
27.
Susan is afraid of dogs that she sees on the street and in people’s yards. She refuses to walk anywhere
near a dog and cries when she sees one.
If you were Susan's parent, would you be concerned about this behavior?
Vei7 Slightly Not at all
concerned concerned concerned
28.
Alanna usually yells loudly and for a long time when her mother tells her that she cannot do something
that she wants to do.
If you were Alanna's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
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APPENDIX B
BOY VERSION OF THE PARENTAL CONCERN SCALE
Below are some situations involving boys who are 4-years-old. Please read each situation, imagining
that you are the parent of that child. For each item, circle the "X" that best describes your opinion.
I here are no right or wrong answers, we are simply interested in your opinion.
V
Anthony sometimes cries several times a day, but it is usually on days when he did not get enough sleep
the night before. v
If you were Anthony's parent, would you be concerned about this behavior?
X X X X X X X
Vefy Slightly Not at all
concerned concerned concerned
2.
When Christopher plays a game with another child, if his playmate reaches over and takes Christopher’s
game pieces, Christopher will usually hit the other child and take back his game piece.
If you were Christopher's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
3.
When Kyle gets very upset with his mother, he usually talks back to his mother, saying "you're mean to
me".
If you were Kyle's parent, would you be concerned about this behavior?
x X X X X X X
Very Slightly Not at all
concerned concerned concerned
4.
Sometimes, Jonathan's mother notices that Jonathan seems sad for no particular reason.
If you were Jonathan's parent, would you be concerned about this behavior?
x X X X X X X
Very Slightly Not at all
concerned concerned concerned
5.
The night before his first day at a new school, Carlos has a stomach ache because he is worried about
going to the school.
If you were Carlos's parent, would you be concerned about this behavior?
x X X X x x x
Very Slightly Not at all
concerned concerned concerned
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6.
Whenever William is being teased by his sibling, he teases his sibling back.
If you were William's parent, would you be concerned about this behavior?
X x X X
efy Slightly
concerned
concerned
Not at all
concerned
7.
Keith is afraid of the dark. If his parent forgets to leave a
scared and cries.
light on for him at bedtime, Keith becomes
If you were Keith's parent, would you be concerned about this behavior?
X X
Very
concerned
X X X X
Slightly Not at a ||
concerned concerned
8.
Evan sometimes asks his mother to play a game with him when his mother is busy. When his mother tells
him that she cannot play with him until later, Evan pouts and whines.
If you were Evan's parent, would you be concerned about this behavior?
X x X X X X X
VerV Slightly Not at all
concerned concerned concerned
9.
When Joshua and his friend are playing together, they often make roughhousing part of their play.
If you were Joshua's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
10.
Whenever Justin goes to a birthday party where there are lots of children, Justin stays near his mother
and does not talk or play with the other children until they have been there about 20 minutes.
If you were Justin's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
1 1
.
Hector's mother notices that Hector often chooses to play by himself than with other children.
If you were Hector's parent, would you be concerned about this behavior?
x X X X X X X
Very Slightly Not at all
concerned concerned concerned
12.
Usually, Eddie's mother has to ask Eddie to turn off the T.V. 3 times before Eddie does it.
If you were Eddie's parent, would you be concerned about this behavior?
x X X X X
Very Slightly
concerned concerned
Not at all
concerned
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If you were Martin’s parent, would you be concerned about this behavior?
X X
Very
concerned
X X X
Slightly
concerned
Not at all
concerned
14. Robert cries each morning on the way to daycare because he doesn't want to leave his mother. His
mother comforts him on the way to daycare, and by the time Robert gets to his classroom, he is no longer
upset. b
If you were Robert's parent, would you be concerned about this behavior?
X X X X X X X
Very Slightly Not at all
concerned concerned concerned
15. Over the last month, Steven’s mother has noticed that Steven has been sad about two times a week, even
when doing fun activities like playing or watching his favorite T.V. show.
If you were Steven's parent, would you be concerned about this behavior?
x
Very Slightly
X x
Not at all
concerned concerned concerned
16. Nicholas often asks for things at times when he really shouldn’t have them, like asking for cookies a
half hour before dinner. Whenever his mother says no to these requests, Nicholas cries loudly, stomps his
feet, and throws himself on the floor.
If you were Nicholas's parent, would you be concerned about this behavior?
Very Slightly Not at all
concerned concerned concerned
1 7. Several nights a week it takes an hour to put James to bed because he is worried about lots of things,
and he has to be comforted by his parent before he is able to fall asleep.
If you were James' parent, would you be concerned about this behavior?
X X X X X X X
Very Slightly Not at all
concerned concerned concerned
1 8. When Michael and another child play with blocks, at some point, Michael will usually stand up, walk
over to his friend’s block tower and hit it, knocking it over.
If you were Michael's parent, would you be concerned about this behavior?
Very Slightly
concerned concerned
Not at all
concerned
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’
s friends wh0 also has children. Henry stays near hismother and does not talk or play with the other children until they have been there about 30 minutes.
If you were Henry’s parent, would you be concerned about this behavior?
X
Very
concerned
Slightly
concerned
Not at all
concerned
20.
When Joseph's mother picks up Joseph at daycare, she notices that Joseph usually plays by himself.
If you were Joseph's parent, would you be concerned about this behavior?
X X X X X
Vei7 Slightly
concerned concerned
Not at all
concerned
21.
Whenever Rodney’s mother asks Rodney to do something like picking up his toys off the floor, Rodney
usually refuses to do so until his mother threatens to punish him.
If you were Rodney's parent, would you be concerned about this behavior?
X x X X X X X
VerV Slightly Not at all
concerned concerned concerned
22.
Daniel has a friend over to play at his house and his mother sees Daniel tease the other child, making
that child cry.
If you were Daniel's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
23.
When Brian's mother asks him to make his bed, Brian usually talks back to his mother, saying "you
can't make me".
If you were Brian's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
24.
Eric's mother notices that Eric sometimes cries and is tearful even when he does not seem to be mad or
angry or when his mother can't see a reason why he is crying.
If you were Eric's parent, would you be concerned about this behavior?
X X X X X -x X
Very Slightly Not at all
concerned concerned concerned
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If you were Juan's parent, would you be concerned about this behavior?
X X X-
Very
concerned
Slightly
concerned
Not at all
concerned
26.
When Andrew is at the playground with his mother, he often gets into physical fights, involving
punching and hitting, with children he has been playing with.
If you were Andrew's parent, would you be concerned about this behavior?
X X X
Very
concerned
x x x
Slightly
concerned
X
Not at all
concerned
27.
Sam is afraid of dogs that he sees on the street and in people's yards. He refuses to walk anywhere near
a dog and cries when he sees one.
If you were Sam's parent, would you be concerned about this behavior?
X x X X X X X
VerY Slightly Not at all
concerned concerned concerned
28.
Roger usually yells loudly and for a long time when his mother tells him that he cannot do something
that he wants to do.
If you were Roger's parent, would you be concerned about this behavior?
x x X X X X X
Very Slightly Not at all
concerned concerned concerned
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